Conclusion: understanding chronic pain sufferers from their own perspective may have important clinical implications. The interview data informed the development of a booklet designed to meet the needs of older patients with chronic pain.
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Background
One-third of older people suffer chronic pain [1] and many suffer chronic pain severe enough to interfere with their normal functioning, most commonly from arthritis and the neuralgias [2, 3] . There is evidence that many older people do not receive adequate pain management [2, 4] and that the practical issues confronting them may not be tackled in a pain clinic setting. Little is known of older people's strategies for coping with chronic pain [5] . Because pain is a subjective experience, obtaining relief may not be planned with certainty and it is known that it can severely undermine quality of life, especially in older people where the link between illness and depression may be stronger [6] . Though pain that interferes with life is not a normal part of ageing [2] , older people themselves may regard it in this way. They may have little or no information on how to improve the quality of their lives, or on resources available to them. They may lack the social support of close family [7] and suffer disproportionately from major stresses such as bereavement, loss of home or job, and failing health [8] . While there is a worldwide literature on chronic pain and its effects generally, the issue of chronic pain and older people is less well published. Little has stemmed from the UK and certainly few studies have examined the social impact of chronic pain, though Roy [9] has done so in a Canadian context. For an extended review of the literature please see Appendix 1 in the supplementary data on the journal website (www.ageing.oxfordjournals.org).
The overall aim of this study was to ascertain from older people the practical, physical and psychosocial limitations they faced because of chronic pain, and the strategies they used to deal with them.
Method Data collection
A qualitative approach to generating data was chosen, using a Grounded Theory approach and unstructured interviews [10] . This approach was employed in the present study because qualitative methods focus on people's everyday life, experience and perceptions [11] .
Sample size
Sixty-three people, 42 female and 21 male, were interviewed by the first author for approximately one hour, in their own home setting. Twenty-eight carers/spouses also joined in at the wishes of the respondents. The interviews were audiotaped. The sample size in Grounded Theory is not determined before the research starts but goes on to 'saturation'. Sampling continues until completeness [12] and until the researcher is satisfied that no new ideas are emerging. In the present study, starting with a small sample, the concepts of importance were followed up until no new ideas were generated. Saturation was reached at n = 60. The final three interviews were conducted because they had been scheduled.
Data analysis
Initial questions about the effect of pain provided ideas which guided further questioning, and the interviews became progressively more focused on particular issues. Following a Grounded Theory approach to data collection [13, 14] , emerging theoretical ideas and concepts were thus rooted directly in the data. Each section of data was compared with incoming data. Data collection and analysis interacted, continuing until saturation was reached and no new ideas emerged.
The audio-tapes were transcribed verbatim following each interview and checked for accuracy. The material was read through several times and then coded by the lead researcher and by an independent expert in qualitative research. The codes were further collapsed into themes, allowing construction of an exploratory theoretical framework. A similar approach had been used previously when studying back pain patients' experiences [15, 16] .
For further information about the method, analysis, validity and reliability, the use of an aide mémoire and key changes that occurred as the interviews progressed, please see Appendix 2 in the supplementary data on the journal website.
Ethical issues
The study was subject to ethical review and approval through the NHS Local Research Ethics Committee. Participation was voluntary and based on informed consent, with confidentiality and anonymity assured. For further information on participation and additional ethical issues, please see Appendix 3 in the supplementary data on the journal website.
Results
Two main themes emerged, concerned with: (i) the desire for independence and control; and (ii) adaptation to a life with chronic pain.
The sub-categories for the first theme included the use of aids and adaptations to the home and garden. Several sub-categories formed the second theme. These were acceptance and non-acceptance, pacing oneself, helping other people, the use of prayer and 'looking good and feeling good'.
The themes are highlighted by direct quotations from participants (all names given are pseudonyms).
Independence and control
The desire for independence featured strongly: 'I've always been an independent person, and still like to be' though alongside some acceptance of the loss of mobility and agility. There was a strong reliance on technical help. All participants had made alterations or adaptations to their home (and some in their garden) to accommodate their loss of mobility. Many had worked out ways to distract themselves from pain.
Mr and Mrs R had moved to a bungalow because Mrs R could no longer manage the stairs and the garden in their former house. She described him as her 'main aid'. He had built waist-high troughs in the new garden so she could continue her favourite pastime.
Peggy, aged 87, lived alone. She was unable to walk. 'I have invested in an electric buggy, and it is a godsend . . . but choosing a supermarket where you can park the buggy is important'. Another participant commented ' . . . once a week, I have a scooter out. It's called shop-mobility . . . I book a scooter and it's ready for me, and I have it out for about 3 hours, and that is wonderful because I am mobile, I'm on my own, I'm independent . . . '.
A plethora of practical aids were used, whether procured via Social Services or from local care shops. By far the most common was the walking stick-not only used for aiding mobility. One lady (aged 87) said: 'A stick-the most useful thing I've got . . . If you're in the supermarket and you want something which is on a higher shelf and it's un-gettable, then you put your stick with the crook upwards and pull the thing off the shelf . . . it might fall on the floor but you hope not. . . . You get experienced, you see . . . '.
Adapting to a life with pain
Part of acceptance was learning to live with what could be done. 'I just accept the pain and get on with life'. Marjorie was in her 60s and had led a very active life, but had to give up her work because of the pain ' . . . it's no good you know, fussing over what you can't do . . . so you learn to live with what you can't do and cope with what you can . . . otherwise I think you make a rod for your own back'. She was saving for a three-wheeled scooter so that she could get about more.
Non-acceptance of pain, on the other hand, often presented a challenge in dealing with the system-fighting the idea of having pain and trying every way possible way to obtain relief: 'pressing the system and try everything you can . . . it gets to the stage where you're not going to give in'.
Many respondents talked about 'pacing'. 'One thing I've learnt is to pace myself, always think about the next daybecause that is when the suffering is going to be, very often' (Ann, 74). Paul, 60, had given up work because of pain. He said ' . . . we'll just be walking around and I turn and say "that's it, I'm not going any further", and we just sit down and have a cup of tea'. Elaine, in her 60s, would sometimes go with her grandchildren to the cinema: 'I usually take a flask of tea or coffee...I've anticipated that I'm going anyway, so I get myself into a pain control mode, so if I know I'm gonna be in the cinema two hours and it starts at 7.30 p.m., I will have made sure I've had a tablet at 4.30 and 6.30.'
Most respondents had found ways of helping other people. Many talked about others being worse off than themselves, while others simply regarded helping as part of life. Some were modest about the help they provided, while others were more specific. Phoebe, aged 82, said she liked to help people in the church 'poor old things you know'. She invited them to her home for coffee and gave them little presents. Mary, a former health professional who lived alone, suffered chronic pain as a result of a traffic accident. 'Helping others makes you feel better, if there is somebody else you can support.' Andy, 83, had been a professional entertainer all his life, and still liked to perform for charity. Daisy, 77, was a retired nurse who now volunteered in an arthritis clinic said 'it gets you out . . . it adds to the quality of (your) life'. Like other retired health professionals, she saw a good way both to benefit a cause and to meet other people.
Several participants involved themselves in committee work, either to do with their sheltered accommodation or with volunteer agencies. A few played host to students from abroad. Where this occurred, male participants noted how chronic pain had changed their role from 'family provider' to 'provider of family'. Dan, a former steel constructor, had had three hip operations and suffered from neuropathic pain. He saw his role in life as 'looking after the students… I don't let my illness-I suppose you can call it-my painmy feelings, I don't show them to them'.
Prayer was frequently seen as a source of comfort, not necessarily as a way toward removing the pain, or 'a way of coping but not as healing'. Some saw it as a way of relieving loneliness-'You feel as though you've got someone to talk to'. Several reported praying at home alone because churches were difficult to get to or not comfortable. Where people did go to a church, it was often to seek company. However, one participant went to church three times a week to pray, and described her faith as being the most important element in her life: 'I get a lot from the church . . . inner strength . . . I couldn't cope without it'. While some sought solace, others prayed 'in desperation'. One respondent reported that he prayed and 'swore at the same time . . . '.
'Looking good and feeling good' emphasised that having pain was no reason to neglect appearances. As Peggy A, aged 76, put it: 'People stop me in the street and say when I've got me makeup on, "oh you do look well Mrs A" . . . if I don't wear makeup they say "you don't look at all well Mrs A" and I don't like that, so I'd rather put a bit of makeup on . . . '. Dora aged 78 lived alone. She said: 'I've got someone coming in to do my eyebrows, nails and hair . . . I would like my family . . . to think of me as someone . . . who tried to keep her appearance up as opposed to someone who's a very old Granny'.
The need to look 'normal' was especially strong for the women, but male respondents also reported dislike of other people seeing them in pain, perhaps reflecting fear of stigma: ' . . . I don't show it to other people because they shun you' and 'I'm not going to let them know the amount of pain I am in or how distressed I am about it'.
Thus the analysis of the data revealed the emergence of two main themes: the 'desire for independence and control'; and 'adaptation to a life' with chronic pain. A link was identified between these two themes. Therefore it could be hypothesised that when independence and control is effective, older people may adapt better to chronic pain. This seemed to be the overarching theory grounded directly in the data. By implication the converse could apply [17] .
Discussion
The valuing of independence is in line with previous findings [4, 16] . Several participants had to struggle to maintain independence because of financial constraints. Their frustration highlighted the inadequacies of a social system which theoretically recognises the importance of 'older people having independence' but either fails to provide the financial aid for them to do so and/or takes a very long time to assess their needs. It has been previously noted that older people could help themselves more if they had the opportunity to be more assertive [4] . With only three exceptions (all retired nurses) none of the participants were certain how or where to get help with practical issues and so they lived in fear of loss of their independence.
Ridson et al. [18] suggest that further work should be carried out to understand adaptation to chronic pain. There were some clues from our participants. They were resourceful in seeking distraction from their pain. However, several gave the impression of having under-reported pain-a tendency amongst older people noted by Weiner [19] , while Helme et al. [3] argue that their pain should be acknowledged, and treated whether they complain of it or not [4] . Furthermore, many appeared to accept the pain as part of ageing [20] . Harkins [21] points out that pain is not a normal part of ageing but that there is a social expectation that it is.
Possibly, acceptance of pain is a first step in adaptation-changing one's life in order to function in the environment, while giving up attempts to control it [18] . Most individuals in our sample did exactly that, in several instances having moved house. Many referred to 'pacing' because they had heard it from their pain clinic doctor. This term has crept into the literature on chronic pain in recent years [22] . However, it could mean anything, e.g. from doing a little housework each day to doing none at all.
Despite adaptation and pacing, viewing other people as worse off than oneself was commonly expressed. Previous researchers have noted such 'downward comparisons' as promoting a sense of well-being [16] . Here, however, there were indications that helping other people was instrumental in distraction from pain, and that it was this that contributed to well-being. Well-being was also seen as resulting from community activities, with participation in religious worship often providing social contact. Prayer and belief in God helped several participants, but it seemed that people who had experienced tragedy held less religious beliefs. Praying featured both as a way of seeking consolation and as part of a belief that God would intervene. Bearon and Koenig [23] also reported the tendency to believe that good health is a gift from God.
Koenig [24] further asserts that acceptance involves turning pain that cannot be relieved over to God. Only one participant indicated that this was her spiritual attitude.
Lansbury [5] noted a preference amongst elderly people for self-administered strategies. One day-to-day strategy was clearly 'trying to look good', possibly to avoid being stigmatised [25] . Several of the female respondents had gone to some trouble to enhance their appearance on the day of interview. This was a self-management strategy alongside the fact that a 'visitor' (the interviewer) was taking an interest in their lives and their pain.
Despite trying to maintain a social life, several participants indicated that they felt socially cut off, confirming previously reported barriers to social engagement [5] , including lack of knowledge about social groups or lack of transport to attend them. Social activity includes activity with family, where chronic pain had had obvious effects. For example, many respondents were fearful of alienating their children because of inability to baby-sit grandchildren. Family dynamics obviously played an important part in many participants' lives. This was not explored in the present study, but it was noteworthy that no explanations about the nature of chronic pain had been offered to spouses, carers or extended families.
On the whole, knowing a cause of pain did not appear to be a major concern. This might be because the majority of respondents tended to be more accepting of chronic pain and of their treatment than younger people. It may also have been to do with previous life experiences, such as having lived through World War II in several instances.
Conclusions
All participants appeared pleased to talk about how they coped with chronic pain. Some commented on the usefulness of 'just talking'. As previously found [5] , such studies can give participants their first opportunity to talk frankly about their pain, its consequences and their concerns and strategies. This in itself may be a useful therapeutic intervention for older people. The advent of the 'expert patient' programme may well be of benefit here.
Older people may be more vulnerable than their younger counterparts due to their life circumstances, but they are just as entitled to have their views acknowledged and their well-being considered. Understanding chronic pain sufferers from their own perspective may have important clinical implications [15, 26] . Health care professionals should gain increased understanding of the needs of older people in relation to chronic pain. Primary care groups should seek to improve provision for referral of older patients to sources of help such as support groups and occupational therapy services.
Outcome for participants
A daytime meeting with participants was convened to provide feedback and sharing of ideas. The interview data informed the development of a booklet (Pain in Later Years: Practical Ideas to Help You Cope) designed to meet the needs of older patients with chronic pain [27] . The authors are grateful to The Halley Stewart Trust for a grant to enable its production. The booklet is the subject of a further academic publication, and is available from the first author.
Key points
• Little is known of older people's strategies for coping with chronic pain.
• The aim of this study was to ascertain from older people the practical, physical and psychosocial limitations they faced because of chronic pain, and the strategies they used to deal with them.
• A qualitative approach was employed in the study because qualitative methods focus on people's everyday life, experience and perceptions.
• Older people who suffer from chronic pain adapt to a life with chronic pain while valuing independence and control.
• Understanding chronic pain sufferers from their own perspective may have important clinical implications.
